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PSYCHOTHERAPY IN ACUTE PARANOID SCHIZOPHRENIA 
WITH SUCCESSFUL OUTCOME: A CASE REPORT 


By Rosert P. Knicut, M.D. 


The case to be described in this report is noteworthy from several 
standpoints. Most patients as acutely disturbed as this boy was would 
be advised to enter a mental hospital, but his financial resources pre- 
cluded care in a private institution and it was decided that psycho- 
therapy was more important than institutionalization; the psycho- 
therapy was of short duration, fourteen hours in all; and, finally, the 
patient recovered rapidly and has remained well adjusted without 
further psychiatric help for over five years. In this paper I shall 
describe the onset and course of the illness, the details of the psycho- 
therapy procedure, and shall attempt to evaluate the factors which 
contributed to the unusually successful outcome. 

The following data were assembled by another Clinic psychiatrist 
in the original case work up, before I began seeing the patient for 
psychotherapy: 

CASE ABSTRACT 


Identification of the case: A 20 year old, intelligent boy who had failed 
to make an adjustment in two attempts at college work because of 
severe feelings of inferiority, who had done poorly in several trials at 
working for his father in a small business, running away three times 
and returning after periods of three days to two weeks, and who had 
married a 19 year old girl three months before he was brought to the 
Clinic. 

Statement of the problem: Acute delusions of infidelity directed against 
his wife; delusions of being drugged and ‘‘doped"’ by his wife; sleep- 
lessness; inability to carry on any productive activity; impotence; and 
vague threats of homicidal aggressions against his wife’s supposed 
paramours. 

Chronological Survey: The patient was the middle child of a 52-year- 
old, upright, domineering, critical father who had had considerable 
trouble mixing with people when he was a boy, and a 50-year-old 
mother with whom the patient felt more at ease although he considered 
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her less intelligent and more superficial than his father. An older 
sister, age 26, had had some kind of a breakdown in college and had 
withdrawn from school. A younger brother, age 16, was the father’s 
favorite. He was described as of strong character like the father, of 
= disposition, well-liked, but inclined to be jealous of his girl 
riend's attentions to other boys. The patient felt inferior to both his 
siblings. 

The outstanding features of the childhood history were enuresis 
until about the age of 12 or 13, and a rather bungled circumcision 
which resulted in some deformity and adhesions. The patient did 
moderately well in grade and high schools, but not nearly as well as 
his sister had done. He went to a small college after graduation from 
high school at 17, but severe feelings of inferiority, which made him 
feel he was the black sheep of the family, became worse and he left 
school. The next fall he entered another small college and again left. 
He tried working with his father but ran away three times, feeling 
he was no good. He met his wife-to-be about three years before their 
marriage and had occasional dates with her but did not go with her 
steadily until a few months before their secret marriage. He had 
been married only three months when he came to the Clinic. At the 
time of his marriage he was trying to attend college, but soon gave this 
up and stayed at home with his wife and her parents, helping around 
the house, but was so obsessed with his ideas of his wife's infidelity 
that he spent most of his time following her about the house. 

The patient had masturbated excessively throughout adolescence, 
with strong guilt feelings, and continued masturbating after marriage. 
A few months before the patient had begun going steadily with the 
woman he later married, he had been seduced into a homosexual 
affair by a bachelor music teacher. The patient was the passive 
gpa and submitted to coétus inter femora, and mutual masturbation. 

e had always had a good erection in these contacts. The music 
teacher had apparently become somewhat anxious about the seduction 
and had urged the patient to court and marry the girl, who was known 
to both of them. 

His wife was a virgin with intact hymen; the patient suffered from 
ejaculatio praecox as well as from insufficient erection, and had not been 
able to effect intromission. He would frequently masturbate several 
times during the night following an unsuccessful attempt at inter- 
course. His wife discovered him at this and reproached him severely, 
=" that he would have pimples and lose his mind if he con- 
tinued. 


PSYCHOTHERAPY 


With this information as a background, I began seeing the patient 
for daily interviews of an hour each. The first interview is worthy 
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of being described in some detail. The patient appeared looking 
rather haggard and sleepy, and although I indicated that he should 
sit in a chair opposite me, he sat down on the couch. He said he had 
had a sleepless night while trying to stay awake to check up on his 
wife. He had dozed off a time or two, and attributed this to her 
putting dope in his coffee to make him sleepy so she could keep a 
rendezvous with her brother who was sleeping in another room. 
Patient then asked if he could lie down on the couch. When I agreed, 
he did so and was fast asleep almost at once! I waited for three or 
four minutes and then gently awakened him and asked him if he had 
been dreaming while asleep. He thought for a minute and then said 
he couldn't remember anything, but that he had been having dreams 
that his wife was having intercourse with other men, he being an 
onlooker. He had regarded such dreams as proof that his suspicions 
were correct, and had originally confronted her with his dream, put- 
ting it as an accusation. She had of course denied any infidelities but 
he didn’t believe her. Later he made up a number of similar dreams 
and ‘‘confronted’’ her with them from time to time. 

I told the patient, at the end of this first hour, that I would like 
to talk with his wife a few minutes the next day and asked him to 
bring her along. She was a very attractive young girl, bewildered 
by this suspicious attitude on the part of her husband. She spoke 
frankly and convincingly, denying any interest in other boys. She 
said that all the time she was going with him before their marriage he 
had constantly criticized himself and run himself down, apparently 
to get her to reassure him that he was intelligent and capable, and she 
had so responded. She thought this was a peculiar way for a boy to 
court a girl, but she had not known of any evidence of his suspicions 
before their wedding, and since she did know of his potentialities and 
not only loved him but felt maternal toward him, she thought it would 
help him if she married him. He had wanted premarital intercourse 
but she had refused. She thought their unsatisfactory marital in- 
timacies were just a part of getting adjusted to marriage. 

When I saw the patient again the following day, he told me, without 
show of hostility, that he suspected me of having had intercourse with 
his wife. He spoke with an air of resignation. I remarked that 
apparently he fastened his suspicions on any man in the immediate 
environment, told him that I believed his suspicions to be incorrect 
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in all cases, but said I would like to hear about the beginning of these 
ideas. He then told me the following story. 

Before the wedding, he used to drive past his fiancée’s house on 
nights when he had no date with her to see if there were any other 
cars parked there. He knew that in the past she had gone with other 
boys and wondered if some of them were still dating her. However, 
he had no feeling of suspiciousness beyond this. As soon as they 
were married, however, he at once began to be suspicious. They lived 
with his wife's parents, and in this household were also his wife's 
brother and his wife, and a male cousin of the patient's wife. The 
patient accused his wife of being intimate with the cousin and made 
things so unpleasant that the cousin moved out. Since the brother's 
wife was away on a visit, the patient then accused his wife of in- 
cestuous relations with her brother. He based his suspicion on the 
fact that they looked at each other and ‘‘flirted’’ at meals, and were 
affectionate in a brother-sister fashion. Thinking that it was a bad 
situation for the young couple to be living in this environment, the 
parents advised them to move to the patient’s home. Here the patient 
immediately fastened his suspicions on his own younger brother. His 
parents became concerned and tried a re-arrangement of bed assign- 
ments, putting the patient with his father, the patient's wife with his 
mother, and the brother alone in a third room. However, this did not 
help as the patient only remained awake, prowled around and tried 
to catch his wife leaving her mother-in-law's bedroom to go to his 
brother. All of the sounds made at night by sleeping persons—sighs, 
snores, coughs, heavy breathing and so on—the patient interpreted, as 
he lay awake, as a series of signals between his wife and the suspected 
man designed to inform each other of the patient's whereabouts and 
of his sleeping or watchful state. The patient would awaken his 
father and tell him of his suspicions. On several occasions the father 
arose, and took the patient to the bedroom where the two women were 
sleeping. However, the patient remained unconvinced, pointing out 
that his wife could have heard them coming and could have hurried 
back to bed to feign sleep. 

The young couple then moved back to the wife's parents’ home and 
slept together. The patient's suspicions and accusations grew worse. 
He inspected the bed covers before falling asleep and if they were more 
smoothed out or more wrinkled when he awoke, he accused his wife 
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of having had intercourse with her brother, cousin or former boy friend 
in this very bed, while he was asleep. He also accused her of mas- 
turbating. He himself would lie awake, listening intently to all the 
sounds his wife made, fantasying her having intercourse with some 
boy, and often masturbating at the same time. On one occasion the 
patient insisted on tying his wife's wrist to his with a rope when they 
went to bed. She submitted to this in an attempt to convince him. 
He slept fitfully and in the morning the rope was still tied. However, 
he still thought she could have slipped her wrist out of the knot, had 
intercourse with one of the males in another room and then slipped 
her wrist back in the knot. It was after this incident that the whole 
family decided that the patient's jealousy and suspicions must indicate 
the presence of a mental illness, especially when he began accusing 
his wife of ‘‘doping’’ his coffee to make him sleep and made vague 
threats about knives. 

All this time the attempts at intercourse had been quite unsatis- 
factory. The patient demanded intercourse (i.e., the privilege of 
making attempts at it) one to three times a night. If his wife de- 
murred, he thought this was because she was already satisfied by one 
of her lovers or was saving herself for one of them. 

The patient told this story somewhat haltingly, without displaying 
much resentment against either his wife or the suspected lovers. 
Rather, he seemed resigned to the idea. From the evidence that the 
patient's delusions fastened themselves onto all the significant males 
in the environment, that the patient had had a recent homosexual 
affair with more satisfactory sexual feelings than he derived from the 
marital intimacy, that his delusions were identical with his masturba- 
tion fantasies and with his dreams, it seemed logical toconclude that the 
patient wished to believe his wife was unfaithful and that he obtained 
vicarious pleasure from imagining her being sexually intimate with 
a man other than himself. This theory was confirmed by a slip of the 
tongue he made while describing the situation at his parents-in-law's 
home. In trying to say ‘‘Her mother and I and my wife—,"’ the 
patient said “Her mother and I and myself—.’’ Also he always re- 
ferred to his wife as “‘she,"’ never by her first name or by the appella- 
tion ‘‘my wife.’’ It was apparent, then, that he was projecting his 
own femininity, aroused by his passive homosexual experience, onto 
his wife, and was identifying himself with her. He wished homo- 
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sexual contact with these men, denied it to himself, and projected the 
wish onto his wife. The delusion was, of course, supported by his 
knowledge of his own impotence, with the consequent lack of satis- 
faction by his wife. Her professed loyalty to him was interpreted by 
him as sticking to him because he was such an easy person to fool and 
run out on. His feelings of inferiority and impotence were also in- 
creased by his lack of a job, his being dependent on his wife's parents 
for support, and by their critical attitude toward his ‘‘laziness."’ 

All of the above picture was clear by the third or fourth interview. 
I decided to make a direct interpretation to him of this construction 
after ventilating the homosexual experience and his feelings about it. 
He readily related the latter without much shame, placing the main 
responsibility for it on the older man who seduced him and who 
took the active rdle. He admitted that he had found it enjoyable, 
although he knew it was abnormal. When the music teacher finally 
wanted to terminate it and advised him to go with the girl and get 
married, the patient agreed that this would be a good idea. After 
establishing this background, I pointed out to the patient how he was 
trying to continue the satisfactions of the homosexual episode by 
means of his suspicions, fantasies, dreams and fabricated dreams which 
he made up to use as further accusations with which to confront his 
wife. I correlated all the confirmatory material related above, in- 
cluding the slip of the tongue, and he began to see how it all fitted 
together. Furthermore, by careful questioning, I elicited the fact 
that he felt some homosexual attraction to me in the transference, 
supported by the phenomenon of his falling asleep at the first session. 
He admitted that he had thought vaguely, when he fell asleep on 
the couch that day, that I might make a homosexual advance to him 
in the privacy of the office. 

I was encouraged to make such a direct interpretation because of 
the fact that the patient could so frankly admit his homosexual wishes 
and his enjoyment in the recent homosexual affair, and because the 
whole structure of his passive feminine wishes seemed so near the 
surface. His intelligence also was in favor of such an attempt. This 
attempt at a tentative interpretation was rewarded at once. The next 
day the patient looked more rested and less tense, and informed me that 
he had slept well the night before. We went ahead with the ventila- 
tion of the other factors contributing to the projection of his feminine 
wishes—his dependence, his lack of a job, his very inadequate knowl- 
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edge about heterosexual techniques. The patient produced some 
relevant material about his envy of his sister's brilliance in school 
and his envy of his brother's being the favorite of the father. While 
his mother had always been nice to him, he felt that she considered 
her daughter her favorite, while his father preferred the younger 
brother. The patient was in between, relatively unloved, and hence 
a ready prey to an older homosexual. He could see his submission to 
the music teacher as an attempt to get assurance that he was loved 
by somebody. My sympathetic and paternal interest in him and in 
his difficulties, and my attempts to help him now supplied this affec- 
tion in the transference relationship to me. He confided his deep 
feelings of inferiority, his bashfulness and self-consciousness, and 
himself related these to his guilt about masturbation. He began to 
ask a number of questions about sexual anatomy and intercourse, and 
the following hour I answered all his questions and explained many 
things that had been vague to him. 

By the end of a week, he was sleeping well and I noticed that he 
no longer brought up his suspicions. After two or three interviews 
in which mention of these was absent, I asked him how he felt about 
these now. He said he guessed he had been off on some kind of a 
tangent, and he wasn't worried about them any more. I continued 
seeing him for fourteen interviews, spacing the appointments out to 
three a week after the first eight or nine, and then once a week. The 
last few times the patient was talking about a job he hoped to get, 
was making plans to rent a house for himself and his wife with some 
financial help from his father, whom I had advised to aid him in 
this way. He stopped masturbating voluntarily, and began to have 
more success in his marital intimacies. His wife reported that he 
had stopped following her around the house after the first four inter- 
views, and he was now doing a lot of odd jobs to help out. Also, he 
was going downtown alone on errands, something unheard of before 
when he dared not leave his wife unwatched. The patient himself 
finally said that he didn’t believe he needed to see me any more. He 
had obtained a job in another town and planned to move there with his 
wife. He thought he understood what had been bothering him. He 
was discharged from treatment, some four weeks after he was seen for 
the first time. 

The improvement apparent at the last interview continued, and 
three months later he was busy at his new job, had no delusions, was 
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living in a home he provided for his wife, and was practically free 
from his impotence. 

A little over five years after my last contact with the patient I ob- 
tained a follow-up report on him. He had been teaching school in 
a small town some distance from his parents and had been going to 
summer school each summer to complete his college work. They had 
a young son four years old. He had never had any return of his pre- 
vious illness. 


DISCUSSION 


It is of interest to inquire into the possible reasons for the rapid 
recovery of this case. Everyone with psychiatric experience knows 
that such a quick recovery is the exception in cases of acute paranoid 
schizophrenia, and some might be inclined to doubt the diagnosis. 
However, there are certain definite factors which can be pointed out 
as giving a favorable prognosis (at least in retrospect!). 

The acuteness of the illness, its short duration, was one favorable 
factor. If psychotherapy can be begun before the paranoid elaboration 
has gone very far, and before the patient has been driven from within 
to do real damage to his reality situation, the outlook for improvement 
is considerably better. Also, the presence of recent significant pre- 
cipitating factors—the homosexual affair, the marriage, the failure 
at heterosexual functioning—with the resulting maladjusted reactions 
made the illness more understandable. The prognosis is always better 
in such cases when definite precipitating factors are present and easily 
identified. An acute delusional picture arising without precipitating 
factors being present carries a much more doubtful prognosis. In this 
connection, one might point out that delusional suspicions of marital 
infidelity are often on a basis of repressed and projected homosexual 
wishes, but if the homosexual tendencies have always been repressed, 
it is much more difficult to get the patient to realize them and relate 
them to his delusions. In this case the recent homosexual affair made 
it feasible for the psychotherapist to bring this whole conflict out into 
the open at an early stage, in contrast to the other cases (those with 
no overt homosexual experiences) in which one must approach this 
question very slowly and cautiously. 

The objectives in the therapy might be classified as follows: (1) 
to give the patient insight, by interpretation, into the reason for 
his delusions; (2) to supply, for the time being, the paternal affection 
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and interest which he craved so that he would not need to suppress 
and project his need for love, which he regarded as feminine and 
homosexual; (3) to support and built up his self-regard by means of 
sexual instruction to improve his sexual functioning, advice and help 
in reaching 4 decision about his supporting himself and his wife in 
constructive work, and discussion and evaluation of his real abilities 
and potentialities. In the short time covered by the psychothera- 
peutic interviews, not much could be done to effect any real change 
in his character structure. However, he did gain insight into the 
meaning of his delusions, did improve in his heterosexual functioning, 
and did improve in his self-regard. 

In many cases that improve so rapidly, one is inclined to attribute 
the success of the treatment to the transference. We are aware that 
often in psychoanalytic treatment, as the transference feelings toward 
the analyst develop, they replace the symptoms and the patient is 
symptomatically well. Undoubtedly the recovery of this case was in 
some respects a “transference cure’’ too. However, such cases usually 
relapse when contact with the psychiatrist ceases. This case was 
remarkable in that the patient himself proposed stopping the inter- 
views, in that he did not relapse, and in that he has not returned for 
further help. 

Obviously, one should not become optimistic about all acute schizo- 
phrenics on the basis of occasional successes such as this one. The 
author has had similar cases which became progressively worse in 
spite of the best psychotherapeutic aid which he could give. This 
was true especially if the delusions involved persecution rather than 
marital infidelity, and if they were accompanied by more malignant 
schizophrenic symptoms such as fantastic megalomanic delusions, 
hallucinations, and withdrawal from interpersonal contacts. 


CONCLUSIONS 


The case of a young acute paranoid schizophrenic is presented as a 
contribution to the literature of paranoid mechanisms and of short 
time psychotherapy. The interpretation of the delusion formation 
in its relationship to definite precipitating factors and in its psycho- 
therapeutic use is discussed, and the favorable outcome of the case 
is analyzed from the standpoint of its dynamics, the favorable reality 
factors and the permanency of the result. 











SOMATIC CORRELATIONS WITH THE UNCONSCIOUS 
REPUDIATION OF FEMININITY IN WOMEN* 


By Kart A. Mennincer, M.D. 


When Doctor Brill, whose generous spirit gave birth to the idea of 
this memorable occasion, invited me to participate in the program, he 
suggested that I present some aspect of the problem of psychosomatic 
relationships. Difficult as I felt this assignment to be, it seemed to me 
particularly fitting in view of the major life work of the man whom we 
have gathered to honor. 

More than anyone else in this country, more extensively perhaps 
than any living man, Doctor Jelliffe has studied the psychological 
determinants of somatic symptomatology. Over twenty years ago he 
reported a case of skin disease associated with emotional conflict, and 
since then he has consistently sought to elucidate this aspect of disease 
and, in the face of ridicule, skepticism and contradiction, he has given 
to the scientific world detailed studies of the contribution of emo- 
tional factors to asthma, bronchitis, tuberculosis, hypertension, post- 
encephalitic syndromes, arthritis, bone and joint disease, spinal cord 
infections, thyroid imbalance and eye disorders. That the energy 
which the human being turns to various tasks, pleasures and defenses 
of his life may likewise be directed to and against his own body seemed 
so obvious to Doctor Jelliffe that the problem of tracing the devices 
of its accomplishment seemed to him to be the immediate task, and to 
it he applied himself with characteristic energy and fruitfulness. 

Trailing many years behind him, there comes now an increasing 
flood of reported clinical observations to support the view he so long 
agoespoused. The vast accumulation of evidence in this direction 
is added to at every annual meeting of the American Psychiatric, the 
American Psychoanalytic and the American Neurological Associations. 


*Given at the celebration in honor of Smith Ely Jelliffe, M.D., at the New York 
Academy of Medicine, April 22, 1938, and published in the Journal of Nervous and 
Mental Disease, 89:514-527, April 1939. Publication in the Bulletin of the Men- 
ninger Clinic is by arrangement, through the courtesy of the editors of the Journal of 
Nervous and Mental Disease. 
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What is to follow is but a small fragment in the rising edifice of 
the modern conception of psychosomatic relationships. 

There are at least two conceivable ways in which to proceed with 
research in this field. One could select a physical symptom or syn- 
drome in which structural and functional pathology is well known, 
hyperthyroidism for example, and from the psychological examination 
of numerous patients presenting this disease draw some conclusions 
about the psychological factors that contribute to it, and those which 
are evoked by it. This has been the more usual method. But one 
could also begin at the other end, as it were. He could select some 
recognized psychopathological constellation and ascertain the nature 
of the physical changes that take place in connection with it. This, 
too, has been done to some extent, for example by those psychiatrists 
who have so painstakingly investigated the blood chemistry, the 
cardiac function, the condition of the reflexes and other such somatic 
features of the depressions, for example, or of schizophrenia. 

The latter method has been far less fruitful than the former and 
there has been a tendency to depreciate it on this account. Indeed the 
results obtained by this method have been used by some to prove the 
apparent lack of interdependence of psychological and physical factors. 
This, I think, is a false interpretation of conclusions based upon an 
inaccurate or at least incomplete use of the method. Depression and 
schizophrenia are not primary psychological processes but end results, 
and there are very good reasons, I believe (as I have outlined in con- 
siderable detail elsewhere)! why those who suffer from depression have 
less necessity for physical and chemical pathology. By the time the 
depression appears the somatic symptoms connected with the original 
psychological factors have often disappeared. (Parenthetically, by 
the time a patient has developed a contracted kidney, the psychological 
factors associated with the original hypertension and nephritis may 
have also disappeared from view. ) 

I should like to illustrate the application of this somewhat dis- 
credited but still logically justified method of procedure. And in 
casting about for a suitable psychopathological nidus from which to 
start, I thought of that well known and widely prevalent phenomenon 
which goes by different names and is viewed in somewhat different 


1 Menninger, Karl A.: Man Against Himself. New York: Harcourt Brace & Com- 
pany, 1938. 
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lights but which in essence consists in a partial repudiation of one’s 
appropriate biological réle. The wish of the little girl to be a boy and 
to some extent the contrary wish are so widespread that we can scarcely 
call them pathological. Even those who cannot subscribe to the 
theory of bisexuality would agree that it is a part of so-called human 
nature to wish to have all the advantages in sight; the grass in the 
other field always looks greener. But in some individuals, as we 
know, this wish to have the advantages of the other sex is accompanied 
by a wish to repudiate, reject or deny one’s own sex. 

For present purposes let us confine ourselves to the problem as it 
appears in women. The repudiation of femininity just referred to 
may be quite conscious; it is well known that some women openly 
despise all women and despise their own femaleness. They dress, talk, 
act and behave as much like men as possible. These conscious avowals 
of masculinity we should not expect to be accompanied by correspond- 
ing physical changes. But when the same tendency arising on the 
same basis cannot be satisfactorily expressed directly because of internal 
or external pressure, we should expect that somatic methods might be 
among those utilized. We know that this is theoretically possible. 
The vegetative and nervous regulation of glandular and smooth muscle 
activity is constantly recording our moods, wishes, fears and hates. 
The cardiac response to emotion, the respiratory, perspirational and 
other similar examples of the somatic expressions of emotion, circula- 
tory changes and endocrine changes which are, at first, only so-called 
functional responses, in time modify structure—and the structures so 
modified may be any part of the human body. 

Before we look for some of the somatic correlations, if any may be 
found to exist, with the unconscious repudiation of femininity in 
women, let us review briefly the theoretical origin of this complex. 

The envy of the opposite sex which is so clearly reflected in the 
conscious wishes of the little girl to be a boy (and the less easily 
acknowledged but equally important wishes of the little boy to be a 
girl) is derived not so much from the physical and social advantages 
accruing to the opposite sex as upon a feeling of frustration in the 
competition to obtain love from the parents. For if we define envy 
as the emotional consequence of comparing the gratifications one is 
not getting with the gratifications someone else és getting (or seems 
to be getting), we may safely infer that envy is the inevitable burden 
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of every child. For every child must endure increasing disappoint- 
ment, frustration, postponement and displacement in the gratifications 
of his need for love. 

In the case of the little girl, and particularly those little girls whose 
thwartings are especially great on account of behavior or attitudes of 
the parents, the flame of envy may reach a terrific heat. This heat 
must express itself largely in feeling, because the child has so slight a 
capacity for changing his environment, or for effective external aggres- 
sion. In this respect her brother is often apparently more fortunate. 
Thus some of her hostility is directed toward him, as well as toward 
the frustrating parents. 

Under ideal circumstances, the little girl is able to renounce her 
aspirations to be as her brother, and to repress her envy. She finds 
some compensations in aspects of the female rdle that she liad previ- 
ously underestimated. But in those little girls whose vision of these 
compensations is clouded or her way to the obtaining of them blocked, 
the envy cannot be repressed, and serves to direct her hostility in two 
directions: she resents the more favored and envied males, while 
secretly striving to emulate them, and at the same time she hates and 
would fain deny her own femaleness. In the latter process it is not 
difficult to see that she turns a portion of her hate inward upon her 
own femininity, a partial self-destruction aimed at the hated quality 
by reason of which she stands in such odious disadvantage with the 
envied and hated males. 

The consequences of the hatred of the opposite sex (in this instance, 
the hatred of men) scarcely needs expansion here. It has been thor- 
oughly treated not only in psychoanalytic and other scientific articles 
and books but in philosophical systems, in novels, in poetry and in 
history. One could begin with the Amazons? and end with a certain 
type of ambitious, aggressive, American woman, who attains her 
greatest satisfaction in attempting to destroy the masculinity of men 
by mastering, controlling, defeating, rivaling, or merely depreciating 
and ridiculing men. Such women are unfortunately too familiar not 
only to physicians but to every observing person. 

But what are the consequences within the physical being of the 
individual? Or are there any consequences? Is she able to say with 


2 As a concept, not as an historical fact. 
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her body what she is unable to say with her lips, or her behavior— 
that she would like to be a man—and discard her badges of femininity? 

If we were to take as our examples women of overt homosexual 
tendencies we should have plenty of evidence for our thesis. The 
homosexual female as we all know and as Henry and Galbraith? 
observed statistically is characterized by firm muscular and adipose 
tissue, excess of hair on the chest, back and legs, a small uterus, a 
contracted pelvis, underdeveloped breasts, facial hirsutism, a low 
pitched voice and either undersized or overdeveloped labia and clitoris. 
Personally I should be quite willing to accept these data and these 
women as additional sources of substantiation for the theory, but I 
shall assume that some would be unwilling to do so for they would 
maintain with a great deal of historical justification that these women 
might be considered as having become masculine through no wish of 
their own, but by the will of God, as it were, or, more soberly, as the 
result of fortuitous germinal changes with which the unconscious 
psychological connections are very remote indeed. They would point 
to the clinical evidences that some of these changes are similar in parent 
and child and that some of them may be demonstrated to follow the 
development of tumors in certain endocrine glands. 

There is no discounting this explanation but there is another inter- 
pretation of the facts. No one, certainly not the speaker, denies that 
the energy distributions of the human personality can be altered by 
chemical manipulations; but they can also be affected by psychological 
manipulations and if this is true then psychological factors must also 
have entered into their genesis. Goiter can be cured by iodine, but it 
can also be cured by psychotherapy. Homosexuality, also, has been 
cured by psychotherapy, and this is a fact regardless of whether one 
believes in the constitutional theory of the oak-tree-in-the-acorn, or 
whether one believes in psychological dominance. These are not 
antithetical but merely different points of view, hands on the elephant. 
Back of them both are the primary regnant processes of which the 
psychological aspects are just as valid and just as worthy of scientific 
consideration as the physical aspects or the chemical aspects. If we 
know quite definitely the chemical factors in a given condition and 
know very little of the psychological factors of that condition, it is 


* Henry, George W., and Galbraith, Hugh M.: Constitutional Factors in Homosexu- 
ality. Am. J. Psychiat., 13: 1249-1267, May 1934. 
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easy to assume that none of the latter exist. To do so, however, is to 
commit a crime against logic unless one takes the position, as I trust 
no one in this audience does, that psychological factors are an illusion 
or a negligible concomitant of occasional syndromes, a concept which 
is comparable to assuming that chemical processes take place in some 
patients but not in others. 

But rather than to labor the point in the case of women whose 
repudiation of femininity takes the form of overt homosexuality, let us 
return to women ostensibly normal in behavior, normal in conscious 
sexual interest, but manifesting neurotic symptoms and syndromes 
leading to a psychological exploration of their deeper motives and 
feelings, some of wh‘ch prove to be in the nature of feminine repudia- 
tion. What do we find in these? 

To begin with the item of body structure—here the answer is not 
difficult to supply. For who is not familiar with the unattractive 
angularity characteristic of certain spinsters—the thin, flat-chested, 
narrow hipped neurotic woman? There is little in the scientific litera- 
ture, if we exclude the statistical typologies of Kretschmer and his 
followers, which would attempt to correlate this masculine body build, 
this absence of feminine plumpness and body beauty with this wide- 
spread masculine envy which we have been discussing. But popular 
literature and lay opinion are not so silent about it. Some would say 
promptly that such women are unmarried because they are unattrac- 
tive, but it would be equally convincing to others that they are unat- 
tractive because they are unmarried. And are they unmarried because 
they are neurotic or neurotic because they are unmarried? It is cer- 
tainly insufficient to assume that they are all neurotic because they are 
unattractive. 

How much more satisfactory than any of these causal couplets is 
the hypothesis that a deep unconscious rejection of femininity is 
reflected simultaneously in the appearance, the celibacy, and the neur- 
oticism of these women, that these are three aspects of an inability to 
adjust themselves in a rational way to their early masculine envy. 

It is not difficult to conceive how such emotional trends as I have 
described could be reflected in certain gestures, attitudes, gaits, and 
pursuits which would to some extent determine the distribution of 
muscle development and fat deposits. But it is unnecessary to specu- 
late: every psychiatrist has seen in his practice many examples of this 
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in which it was possible to ascertain that the entire life was determined 
by a conscious effort to imitate as much as possible all the charac- 
teristics of the masculine members of the family and to reject as much as 
possible all of those things which were characteristic of the females 
in the family. And if such definite trends can be recognized con- 
sciously, we may safely assume that far more extensive, far more power- 
ful trends exist unconsciously in the same direction. 

To be more specific in respect to body structure, I have noted mas- 
culine legs, thighs and hips in several women patients in whom it 
was possible to demonstrate that they had, since childhood, uncon- 
sciously or consciously imitated their father’s gait or their brother's 
athleticism. Many patients whom I have studied psychoanalytically 
recalled without difficulty the mortification and resentment with 
which they observed the development of their breasts. Some of them 
long before the introduction of brassieres were accustomed to tying 
bands of tape tightly about them in order to keep their breasts from 
developing any further. Indeed for a time this was a universal fash- 
ion.‘ In the recent play, ‘“The Women,"’ it will be recalled that the 
daughter comes to her mother in tears because her brother has ridiculed 
her “‘bumps.”’ 

Of course it proves nothing to say that some girls do not want their 
breasts to grow and that these same girls later show a deplorable 
underdevelopment of mammary tissue. But it could be explained if 
we assume that those instinctual energies or drives or ‘‘regnant proc- 
esses’’ (Murray) of which our conscious wishes are only subjective 
aspects, are capable of influencing within limits the degree of structural 
development of parts of the body. 

Can there be facial evidence of the wish to reject femininity in favor 
of masculinity? It is well known that neurotic women frequently 
have hard, tense faces, often possessing a querulous, bitter, pained 
expression. But we cannot be certain that such women are attempting 
thereby to look like men. However, it is significant that an actual 
change often takes place in the facial appearance of some of these 
women in the course of psychoanalysis in which these masculine 


* See, for example, Lilian K. P. Farrar's article on Prolapse of the Breast (Journal of 
A. M. A., November 1, 1930) in which she concludes that ‘prolapse of the virginal 
atrophic breast is occurring with alarming frequency in this country owing to the 
present fashion of dress’’. 
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ambitions are renounced. This has been demonstrated to my own 
satisfaction in several instances on the basis of objective and not sub- 
jective evidence. I recall, in particular, one spinster of thirty-five 
who remained away from home the better part of two years undergoing 
analysis. The change in her facial appearance was so striking that it 
was a matter of general comment among various of my clerical as- 
sistants, upon whose judgment I have learned that I can rely heavily 
in such matters. Furthermore, when this woman went home, she 
was passed unrecognized by numerous life-long friends. In another 
instance a girl whose face was unattractive, not only because of her 
unconscious wish to repudiate feminine beauty as completely as pos- 
sible but also because small-pox had assisted her materially in this 
direction, changed in appearance so much in the course of analysis that 
she was sought out by a portrait painter as a special object for posing. 
But, as further evidence, she began to attract male attention and within 
a year was married. (The small-pox residua were, I must admit, 
uninfluenced.) 

I do not know why we psychoanalysts should feel apologetic about 
announcing as a scientific fact that some of our patients grow prettier 
as a result of treatment. Certainly the surgeons and dermatologists 
have no such inhibitions. But to relate this change in facial ap- 
pearance to instinctual rearrangements related to what we call a wish 
for or a renunciation of male identification is, to be sure, still upon 
shaky and unconfirmed ground. 

We should not minimize the extent to which external manipulations 
—a great interest in trying to look feminine, a more skillful use of 
cosmetics—influence the result. However, no one will deny that 
the facial muscles express emotion and if emotion, then tension and 
desire, and there is nothing illogical in assuming that if a woman 
unconsciously wants to look like a man she will to some extent accom- 
plish this; if, on the other hand, she is willing to look like a woman 
she will do so. 

We should logically expect that the most significant alterations in 
function or structure related to the repudiation of femininity would 
be in connection with the reproductive organs. 

That frigidity and vaginismus may represent physiological rejections 
of the feminine rdle in intercourse is now fairly generally accepted by 
most of us and I should not mention them were it not for the ineradic- 
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able conviction of so many gynecologists that these conditions have a 
physical basis. While I have always doubted this, feeling that the 
symptoms could be explained entirely upon the assumption of psy- 
chological inhibition, a degenitalization of the genitals, as it were, 
I am prepared to concede that the gynecologists may be partly correct, 
for I cannot imagine that a long-continued frigidity or vaginismus 
could exist without some corresponding structural changes, or at least 
the atrophy of tissues and glands, characteristic of any unused part of 
the body. 

Sterility is somewhat comparable to frigidity;> it represents the 
failure of normal biological functioning. That it occurs far more 
frequently in civilized men than in savage men and far more frequently 
in men than among animals should have suggested before now that 
something in the spirit of our civilization interferes with a process 
generally regarded as beyond psychological control. 

That the emotional life has some relation to this phenomenon would 
appear to be demonstrated by those numerous reported cases in which 
a reorganization of the psychic life results in pregnancies ten, fifteen 
and twenty years after marriage. I, myself, am familiar with an 
instance of this. Some gynecologists have gone so far as to postulate 
the details of the physiological: mechanisms of this phenomenon, For 
example Sellheim® assumes that the emotional factors are reflected in 
an over-action of the ovaries resulting in a premature maturation of the 
follicles such that ova are discharged which are not yet ready for fertil- 
ization. He believes that in some cases this is cured by psychotherapy, 
in others by a gradual reconciliation of the woman to her sterility, 
this reconciliation serving to decrease the pathological (emotional) 
stimulation of the ovary and hence allowing it to discharge normal 


’ Whether sterile women are more likely to be frigid than non-sterile women is difficult 
to prove, since the actual incidence of frigidity is unknown. It is my impression, how- 
ever, from clinical experience, that the association of sterility and frigidity is of frequent 
occurrence 

One patient, for example, illustrated al.nost every proposition in this paper: she was 
completely frigid, suffered from dysmenorrhea, was sterile, resented all of her feminine 
activities and obligations and had both breasts amputated one after the other, on the pre- 
text that she might be developing a cancer in them. 

® Quoted by Mayer, A.: ‘’Psychogene Stérungen der weiblichen Sexualfunktion."’ in 
O. Schwarz: Psychogemese und Psychotherapie horperlicher Symptome. Wien: Springer, 1925. 
295-344, bibliography 469-474. 
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ova and to terminate the sterility, as when a child is born after a 
couple has adopted one.’ 

Other physical manifestations of the repudiation of femininity are 
apparent when pregnancy ensues. Hyperemesis gravidarum is such a 
symptom, and is so recognized by many obstetricians. And to revert, 
in this connection, to the theme of frigidity, some women vomit after 
every act of coitus. I can say from personal experience that in some 
women the degree of discomfort, both in pregnancy and in parturition, 
is directly proportional to the intensity of the resentment at the female- 
ness thus expressed. To say that it represents normal feminine mas- 
ochism is, to my notion, but playing with words. The very fact 
that parturition is so much more difficult and painful in civilized 
women than in the uncivilized is a substantiation of the theory invoked 
at the beginning of this paper, a theory not original with the speaker, 
namely, that civilization robs our normal sexuality. 

In connection with the pains of pregnancy, I am reminded of a 
case which I saw recently in which the pregnancy was complicated 
by sudden, inexplicable abdominal pain of such severity that an 
exploratory laparotomy was performed. The operation revealed 
nothing, but the pains disappeared for a while, only to reappear with 
great violence as the date of delivery approached. It was as if the 
girl were obliged to inflict upon herself great punishment for the sin of 
being pregnant. Time precludes my relating the innumerable devices 
used by her to forestall this self-punishment and divert it to her 
sympathetic relatives. Among other things she had had five opera- 
tions. 

It is true that other drives than those connected with the repudiation 
of femininity may determine hyperemesis, for example, the wish to 
reject the child. But merely to be pregnant is a great trauma to the 
women afflicted as we have described, and many difficulties develop 
with it, which are, in essence, protests. 

Coming at last to the uterus itself, in its non-gravid form and func- 
tions, we think first of all of those disturbances of menstruation which 


7 Other authors who believe that sterility may be the consequence of emotional con- 
flict are A. Mayer (op. cit.), and Kehrer (Kehrer, E.: Ursachen und Behandlung der Un- 
fruchtbarkeit nach modernen Gesichtspunkten. Zugleich cin Beitrag zu den Stérungen 
des sexuellen Lebens, besonders der Dyspareunie. Dresden und Leipzig: Steinkopff, 1922. 


113 pp.). 
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have been traced to a direct connection with the unconscious repudia- 
tion of femininity. Of these, of course, amenorrhea is the most logical, 
dysmenorrhea probably the most frequent. But menorrhagia, metror- 
rhagia and even leucorrhea have also been identified as psychologically 
determined and, by removal or correction of the psychopathology, 
cured. 

Several authorities have reported evidence that uterine prolapse, 
cystocele and even fibromyomata are physical consequences of a dis- 
turbed psychosexuality—by which is implied, although not always 
stated, a rejection of femininity. That fibroids and sterility are as- 
sociated is well known, and sometimes one, sometimes the other is 
made responsible. That both may be coordinate sequellae of the same 
fundamental condition—disturbed psychosexual adjustment—is the 
contention of some who claim to have seen them disappear when psy- 
chological reorganization was accomplished. The writer can speak 
only for the so-called infantile uterus. In two cases, so diagnosed, he 
has seen a sufficient metamorphosis occur as the result of psycho- 
logical treatment to lead to amended diagnoses, and in one of them to 
pregnancy. In both cases the wish to deny and discard the uterus as 
a badge of femaleness was strongly active. 


However skeptical we may feel in regard to these extraordinary 
findings, we must realize that as yet there has been little cooperation 
in the researches of psychiatrists and gynecologists. Indeed the 
attitude of modern medicine is not so very different toward these 
patients from that described in 1884 by Clifford Allbutt* who said in 
speaking of the visceral neuroses: 


A neuralgic woman seems thus to be peculiarly unfortunate. How- 
ever bitter and repeated may be her visceral neuralgias, she is either 
told she is hysterical or that it is all uterus. In the first place she is 
comparatively fortunate, for she is only slighted; in the second case she 
is entangled in the net of the gynecologist, who finds her uterus, like 
her nose, is a little on one side, or again, like that organ, is running a 
little, or it is as flabby as her biceps, so that the unhappy viscus is 
impaled upon a stem, or perched upon a prop, or is painted with car- 
bolic acid every week in the year except during the long vacation when 
the gynecologist is grouse-shooting, or salmon catching, or leading 


* Allbutt, T. C.: Gulstonian Lectures on Neuroses of the Viscera, Lancet, 1884, 1: 459, 
507. Quoted by Edward Weiss in Personality Study in the Practice of Internal Medicine, 
Annals of Int. Med., 8:702-706, December, 1934. 
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the fashion in the Upper Engadine. Her mind thus fastened to a more 
or less nasty mystery becomes newly apprehensive and physically 
introspective and the morbid chains are riveted more strongly than 
ever. Arraign the uterus, and you fix in the woman the arrow of 
hypochondria, it may be for life. 


If anyone thinks that attitude has changed, let him be disillusioned. 
I should say that the majority of the psychoneurotic invalids by whom 
we are consulted have had gynecological treatment, if not gynecolog- 
ical surgery. If anyone thinks this is limited to our own country, 
let him read the announcement made with pride in an English journal: 


The appointment, believed to be the first of its kind in this country 
of a whole-time gynecologist to a mental hospital . . . is a big step 
forward in the care of the mentally afflicted (!) . . . The treatment is 
usually as follows: First a series of glycerin irrigations of the uterus 
(as laid down by Remington Hobbs), then the aaivls diathermy treat- 
ment of Cumberbatch and Robinson, with vaginal bi-polar faradism, 
— high frequency, and special levator ani and other exercises 
as indicated, together with colonic and vaginal lavage with sulphur 
waters. ‘‘Monsol"’ or ‘‘Iodex’’ pessaries are used when the discharge 
is very objectionable. Further general Spa treatment according to the 
needs of the case as directed by the physician concerned. ° 


Rather than to cavil at such treatment it would be more in keeping 
with our psychoanalytic principles if we attempted to analyze the 
reasons for the persistence of such a myth as that of the floating uterus, 
the theory that all nervous diseases are caused by disorders or displace- 
ment of the womb. I think we must regard this as indicating an 
unconscious recognition on the part of the physicians that there és 
something wrong with the genitals of such patients, something func- 
tionally wrong, something structurally wrong. With this goes also 
an unconscious recognition on the part of the patient that this is true 
and a wish to submit to painful treatment directed there. The willing- 
ness with which some patients submit to such treatment is suggestive 
evidence to the psychiatrist that they suffer from a sense of guilt con- 
nected with the genital organs. This is precisely what has been 
reported by those who have studied the conditions above mentioned, 


* See Dunbar, H. Flanders: Emotions and Bodily Changes. N. Y., Columbia Univ. 


Press, 1935-1938. Ref: 1834— 
Mayer, M. D.: Psychotherapy in a Gynecologic Service. Am. J. Obst. G Gymec., 


21:357-364, 1931; disc. 430-431. 
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and it conforms to our original premise that some women wish to 
destroy—or to have destroyed—the femaleness within them. 

As I pointed out in my introduction, rejection of the feminine réle 
is dependent upon deep-lying hostility, a hostility which is directed 
outwardly against men and inwardly against the feminine part of them- 
selves by reason of which they feel so inferior. In connection with 
both of these hostilities, however, there arises a sense of guilt and a 
sense of guilt focussed upon that part of the body where a repudiation 
of femininity has been made concrete. Thus the symptom of amenor- 
rhea, dysmenorrhea, leucorrhea, or whatever, serves simultaneously as 
a rejection of the feminine rdéle, an aggression against the male and a 
local self-punishment. 

The same thing is true to some extent when the menstrual flow 
appears unexpectedly upon the occasion of a sexual approach from a 
man (the appearance of menstruation on the wedding night is widely 
familiar; there are many instances reported in the literature in which 
the menstruation appears out of season, as it were, when a sudden 
opportunity for intercourse occurred). In these cases it has been 
repeatedly demonstrated that the appearance of the menstruation serves 
as a defense against intercourse, a method of rejecting and disappoint- 
ing the excited man and at the same time evading conscious responsibil- 
ity for doing so. There is another side to this, as has been pointed out 
by Groddeck;!® the appearance of the menstruation is also a test for 
the man and may have some of its prehistoric aphrodisiac functions. 
Thus it serves as a defense against a coitus which is half-desired and 
half-feared, an aggression against the man which at the same time 
necessitates a suppression of the woman's own desires and in this sense 
punishes and deprives her. Of course it has other values, also. 

Until we have actually examined microscopically the exact character 
of the irregular and apparently psychologically stimulated menstrual 
period, it is, of course, unscientific to say that this proves that men- 
struation can unconsciously be brought about by a woman at any time 
of the month to gratify unconscious purposes. All we can say for 
certain is that wterine bleeding can be brought about in this way and for 
these reasons, that this uterine bleeding may in such instances replace 
the normal menstrual period for that month, and that the subject is 


1° Groddeck, George: The Book of the It. Nerv. and Ment. Dis. Publ. Co., N. Y., 
1928. 





UNCONSCIOUS REPUDIATION OF FEMININITY 119 


from the character of the flow and her own sensations unable to dis- 
tinguish this bleeding from normal menstruation." 

Psychoanalysts are so familiar with the fact that psychogenic 
symptoms are over-determined that I must anticipate the questions 
which I know will have arisen in their minds. Does the author mean 
to say that such symptoms as leucorrhea, dysmenorrhea, and the like 
represent only the repudiation of femininity? Has it not been demon- 
strated that such symptoms may include a wish to harm a man or to 
humiliate him or to defile him? May not amenorrhea be the expres- 
sion of a pregnancy fantasy no less than of a rejection of the capacity 
to be fertilized? 

Of course I am familiar with these things and I concede that the 
precise nature of the fantasies may differ greatly in different cases. 
One cannot look through a telescope and a microscope simultaneously 
and I am trying, now, to bring into general focus a wide variety of 
phenomena ranging from behavior reactions through functional aberra- 
tions to actual structural changes. All of them, I think, may be 
visualized as representations in different spheres of a profoundly in- 
fluential drive, the subjective aspect of which is a wish to repudiate, 
or destroy one’s own femininity, one’s femaleness, expressing at the 
same time self-directed aggression and self-punishment. In my book” 
I have called this organic suicide—an idea which I owe in part to 
Doctor Jelliffe. To the extent to which the human being is able to 
accept and express his biological réle in spite of the difficulties imposed 
by reality, including the reality of the existing cultural pattern, to that 
extent he is free from the compulsion to destroy anything within 
himself and consequently free from the necessity of atoning for such 
destructiveness. That this ability to accomplish partial self-destruc- 
tion may express itself in behavior goes without contradiction; that 
it may appear in the form of perverted symptoms has been known in 
some degree since the hysterical syndrome was first recognized; that 
the functional aberration which we call hysteria may become struc- 
turalized into various organic changes is at least a logical hypothesis, 
but it is not yet proved. 


1 Numerous authors (Forel, Kohnstamm, Schindler, Mayer, Heyer, Brandess and 
Stemmer) have reported experiments on clinical observations of suggestion or hypnosis 
modifying the date of appearance of catamenia, or inhibiting it altogether. 

12 Menninger, Karl A.: vide supra, reference (2). 





120 KARL A. MENNINGER 


Here I am not raising an issue. I confidently believe that we are 
all essentially unanimous in our scientific convictions on this point. 
Whenever scientists find themselves in polemical positions, emotion- 
ally defending one point of view against another, it is fairly certain 
that both of them are incorrect. There is no such either-or, right and 
left, north and south problem in science. This is especially true of the 
psychosomatic problem. The time is past when we can get into a 
wrangle over whether a condition is psychogenic, physiogenic or 
chemogenic. We all agree, surely by now, that any symptom may be 
psychogenic or chemogenic or physiogenic and that any disease must 
be considered as a combination of all three. Diseases can never be 
psychogenic alone nor chemogenic nor physiogenic. What I am talk- 
ing about today is the extent to which we can interpret the psycholog- 
ical aspect of some conditions with the physics and chemistry of which 
we are more familiar. And I am approaching it methodologically 
from the psychological, that is, the least known side, merely for the 
purpose of exposition. 

Many years ago Doctor Jelliffe wrote me a letter which I have never 
forgotten. I cannot find the original letter, but the substance was 
this: in science one must choose between being absolutely safe but 
entirely sterile, on the one hand, and, on the other, of having the 
courage to think beyond one’s facts. The conclusions of the latter 
method may require revision—it will certainly entail some mistakes 
and it is bound to expose one to the ridicule and suspicion of those 
who would rather be safe than constructive. Nevertheless, most of 
the great discoveries of science have been made with the deductive 
rather than the inductive method. 

There can be no doubt in our minds as to which way Doctor Jelliffe 
himself has taken. I, for one, am proud to follow his lead. 

And so I have mentioned some of the ways in which a certain aspect 
of self-destructiveness, the repudiation of femininity, might be ex- 
pected to appear in bodily function and structure, and I have referred to 
ways in which some have felt that it does appear. Only a vast amount 
of patient research will substantiate these deductions. As I have said 
in the book referred to I am fully aware of the unevenness of the 
evidence submitted and the speculative nature of some of the theory, 
but I cling to the belief that to have a theory, even though it proves to 
be a false one, is better than to attribute events to pure chance. A 
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theory has the virtue of leading either to confirmation or rejection, 
thus clearing the way for the slow progress of science. This, I assume, 
is our common aim. This has surely been the aim of the great man 
who sits at my left; this man with his great mind, his great knowledge 
of neurology, of psychiatry, of medicine, of life, and above all his 
great and indefatigable spirit. Doctor Jelliffe, we whom you have 
inspired salute you! 





PSYCHIATRIC OBSERVATIONS IN A CASE OF INVOLUTIONAL 
MELANCHOLIA TREATED WITH METRAZOL 


By Martin Grotjann, M.D. 


Recently observations have been made and reported that metrazol 
treatment may be successfully applied in some cases of depression. 
According to observations made at the Menninger Sanitarium, melan- 
cholia of the involution period gives some prospect of benefit from 
metrazol treatment. It is even possible that the metrazol treatment 
of these cases will afford better results than in schizophrenic patients. 

In the following pages case reports begun previously* will be con- 
tinued with a case which was under our observation and treatment from 
September 1937 to July 1938. This patient responded very well to 
metrazol and the description of the case is interesting (1) from the 
clinical point of view, (2) in regard to the indication for metrazol 
treatment, and (3) as a study of the possible psychological dynamics 
of shock treatment. 

The patient was a woman aged 54 whose mother had suffered from 
two depressions and whose mother’s brother had committed suicide. 
At least one of the patient's sisters had gone through a psychotic 
depression. 

After the patient had gone through school in an uneventful fashion 
she returned home to help her mother. She was engaged to her 
present husband for five years and married at the age of twenty-five. 
She had five children, the eldest twenty-nine years of age, the youngest 
fifteen. All were far above average intelligence and had shown no 
psychotic behavior. 

In the years 1924 and 1927 the patient, who had always been a very 
well liked and sociable person, with some compulsive characteristics, 
showed symptoms of slight hypochondriacal depression. However, 
the present illness did not begin until January 1936 while the patient 
was visiting her mother and just following the death of the patient's 
father-in-law, who had been making his home with the patient and 


*See Grotjahn, Martin: Psychiatric Observations of Schizophrenic Patients During 
Metrazol Treatment. Bull. Menninger Clinic, 2:142-150, September 1938. 
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her husband for several years. It became necessary to hospitalize the 
patient soon after this because of an agitated depression with paranoid 
symptoms and anxiety. She thought she was being persecuted by the 
‘‘Reds,’’ that they were threatening to kidnap and murder her husband 
and children. She left the hospital in May 1936 and following this 
she made two suicidal attempts and again had to be hospitalized, this 
time from October 1936 to September 1937. 

When she was admitted to the Menninger Sanitarium September 1937 
she had been in a stage of restlessness, anxiety, and negativism for 
eighteen months. She had lost a great deal of weight, could not sleep, 
and would not communicate with other persons. She spent most of 
the time walking the floor crying and talking to herself, saying such 
things as, ‘I can’t stand this; I can’t go on like this. Why do you 
keep torturing me? Wire my husband to come and get me! Mercy! 
Mercy!’" One of her expressions was that she felt “‘like a lost ship 
on the ocean."’ “‘I am full of tragedy and was full of humor,"’ she 
would say, and ‘‘I am full of hate and was full of love. I cannot cry; 
I cannot laugh; I cannot think."’ She asked for help constantly, 
always accusing everyone of being ‘“‘mean’’ to her, and she accused 
herself of being ‘‘mean"’ and aggressive to everyone, including herself. 
She refused to cooperate in anything and would not take part in any 
social activity. She attempted to ‘‘force’’ her physician to help her 
by saying, ‘‘I will bore you to death and maybe you will help me out 
of self-defense.’’ She asked desperately for a brain operation, for 
insulin or metrazol treatment. 

It was very difficult to establish contact with the patient. She 
seldom said anything other than to make violent demands for help, 
saying “‘something drastic must be done.’" When she was asked for 
dreams she said that she dreamed beautiful dreams every night about 
going home, of being with her husband, of enjoying the beautiful 
landscape and taking long walks, and of being well and happy again. 
There was not much change in her behavior six months after her 
admission to the hospital; even the birth of her first grandchild did not 
affect her. 

Finally it became possible to establish some contact with her and 
she began to show signs of affection for her physician, doing little 
things for him such as making cookies and candies by herself which 
she gave him. She also asked to see her husband which request she 
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had never made during the two years of her psychotic period. Shortly 
before she was to see him she slipped back into a complete negativistic 
behavior in which communication with her was impossible. 

In this stage metrazol treatment was tried. The patient received 
four metrazol injections over a period of four weeks (April 1938). 
Each time she reacted with severe convulsions. She always opposed 
this treatment and during the post-convulsive stage she would cry, 
be confused and beg that she never again be given metrazol. It may 
be noted that after the first treatment she refused to believe that she 
had been given metrazol. She called herself a “‘joke patient,"’ saying 
that we were trying to make a “‘monkey’’ out of her and had only 
given her ‘‘water.’’ After the second injection she said she felt 
‘kinder toward the nurses and everybody."’ It was of interest to note 
that after the third metrazol treatment she cried in the stage of dis- 
orientation, ‘Don't help me!"’ A week after the fourth metrazol 
treatment the patient stated, “‘] am much more calm; I am not so much 
up in the air; I think I am getting better."’ 

She began to dress better, to go to amusements, to put flowers in 
her room, and even to laugh and sing. She spoke of herself in the 
third person, burned the clothes which she had worn during her 
depression, and no longer dressed in black but in colors. At this time 
the psychotherapist relaxed his attitude of firmness to one of kind 
understanding. He did not insist upon her coming to his office but 
visited her in her room. He made a point of scheduling her appoint- 
ments for late afternoon at which time she usually felt better. The 
patient changed from a depressed, agitated, hostile person to a com- 
municative, cooperative, kind woman. 

She was glad when she learned it was unnecessary for her to take 
further metrazol treatments and said she was sure they had helped her. 
Some of the other patients accused her of being responsible for their 
being given metrazol because of the wonderful reaction she had had, 
and she felt guilty about this. She could sleep much better and even 
slept in the afternoon which she had never been able to do in her life. 
In describing her recovery she said, “‘I hated everything. I even hated 
the door, the rug under the table. During the metrazol treatments I 
put myself in your hands. It was like being reborn. The hate left 
me. I did not give up the depression; it just disappeared. I was 
only watching. The metrazol took the depression out of my hands."’ 
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It is impressive to note that the patient always spoke of her mother 
in the highest terms during her depression, but in the stage of improve- 
ment she spoke of her with clear hostility and even hate. The patient 
told a dream which she had about a metrazol injection: She was 
lying in bed. The doctor came. She resented the treatment violently 
but saw that she could do nothing about it. She felt the injection, 
lost consciousness and suddenly realized that she was awake. It was 
a horrible dream and the first unpleasant dream she had had for a 
long time. 

In the following weeks after this dream the patient made a complete 
recovery. She met her husband, spent a week-end out of the hospital, 
returned for another week, accepted the visits of three of her children, 
had a very pleasant time with them, and then returned home. Since 
then she has accepted her former responsibilities and is, according to 
her own statement, confirmed by her husband's, an excellent housewife 
and a good wife and mother again. 

This case, with its rather dramatic success following metrazol injec- 
tions, is here presented as a further contribution to the literature on 
combined psychotherapy and metrazol treatment. 
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Appraising Physical Status: The Selection of Measurements; Appraising 
Physical Status: Methods and Norms. By Cuartes H, McCoy, 
_— 12:126 and 15:260. lowa City, Univ. of Iowa Studies, 1936 
and 1938. 

Excellent and well-considered anthropometric studies of norms for 
child growth, covering height, weight, fat and subcutaneous tissue, 
limb girth, vital capacity, endocrines, body hair, etc. for the estima- 
tion of general nutritional status. (W. LaB.) 


Psychopathic States. By D. K. Henperson, M.D. Price $2. Pp. 170. 

New York, W. W. Norton Co., 1939. 

The difficult field of psychopathic states is studied by the Salmon 
Memorial lecturer of 1938. It is presented from a psychobiological 
point of view. Psychoanalytic contributions are largely ignored or 
tossed aside with little consideration. The section on social re- 
habilitation, in which he speaks not so much of psychopathic states 
as the social orientation of the practice of psychiatry, is considerably 
more enlightening than the rest. (A. M. D.) 


Psychological Foundations of Personality. By Louis P. Tuorpgr, Ph.D. 
Price, $3.50. Pp. 602. New York, McGraw-Hill Book Co., 1938. 
Doctor Thorpe treats the topic of personality in terms of a Seondiy 

functional position with emphasis on the genetic approach to be- 

havior. His concern is with the integrated organism and its adjust- 
ments to environment. Extreme — of view are avoided. The 


book is written as a textbook and should prove adaptable for class 


room use. (W. A. V.) 


Babies Are Human Beings. By C. A. anp Mary Atpricn. Price, 

$1.75. Pp. 128. New York, The Macmillan Co., 1938. 

This book, by a leading Chicago pediatrician and his wife, is al- 
most an epitome of what most child analysts would consider the 
“best that is thought and said"’ concerning the practical application 
of psychoanalytic principles to the care of infants and young children. 
Wise parents and physicians will take account of inherent growth 
processes, but will also provide that security of environment and 
patient induction into the requirements of the social environment 
which an immature human being needs. The book is attractive and 
non-technical. Psychiatrists as well as pediatricians will wish to 
recommend it to many parents and teachers. (D. W. O.) 


126 





sising 
“LOY, 
1936 


s for 
ssue, 
‘ima- 


BOOK NOTICES 127 


The Pituitary Gland: An Investigation of the Most Recent Advances. Proc. 
Assn. for Research in Nerv. and Ment. Dis. Price, $10.00. Pp. 
764. Baltimore, Williams & Wilkins Co., 1938. 

This volume is a resume of recent researches of the anatomy, physi- 
ology and some clinical considerations of the pituitary gland. It 
consists of forty-two papers that are chacamaateal almost entirely by 
presentation of factual material. Noteworthy is the little space given 
to discussion of therapy. The trend of these researches is a very 
healthy one, delving further into the investigatory phases of pituitary 
problems before emphasizing therapeutic aspects. ¢ book is highly 
recommended as a reference. (N. R.) 


100,000 Days. By Dororay Ketcuam. Price $2.00. Pp. 477. Ann 

Arbor, Mich., Edwards Brothers, Inc., 1939. 

In this book the author gives a detailed program of patient activities, 
with special stress on those of the social services, of the Michigan 
University Hospital to show that if a hospital is to function success- 
fully the social needs as well as the medical needs of a patient must be 
met. Said to be the first book of its kind, it describes the efforts 
of the Michigan University Hospital to treat the patient as a total 
personality. (M. A.) 


Frustration and Aggression. By Dotiarp, Doos, Mitter, Mowrer, 
AND Sears. Price $2.00. Pp. 209. New Haven, Yale University 
Press, 1939. 


A stimulating but a and overgeneralized presentation 


of the old S-R theory with some ingenious applications. Some 
illustrations (e.g. p. 12) do not illustrate what they are intended to, 
and an erroneous conception of the modern psychoanalytic concepts 
(e.g. pp. 22, 47) leads to inadequacy of treatment. (K. A. M.) 


The Happy Family. By Joun Levy, M.D., anp Ruta Munrog, Ph.D. 

Price, $2.75. Pp. 319. New York, A. A. Knopf, 1938. 

With thoughtful psychiatric insight of a high order this book points 
out what determines the choice of a partner in marriage in many in- 
stances, why the popular yearning for complete sexual simultaneity 
is absurd, what infidelity means, how to solve problems arising in a 
wife's need to work, what children mean to a marriage and what 
attitudes to assume toward these and many other problems. It is 
not only a work of serious scientific merit but it is exceedingly well 
written and most readable. (H. L. A.) 
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Batcator, Napa S. An Educational Therapy Program in a Mental 
Hospital, Occupational Therapy and Rehabilitation, 17:147-152, June, 


1938. 

The author discusses the educational program in use at the Men- 
ninger Sanitarium and the therapeutic aims of the program. The 
values of hobbies, horticulture, bibliotherapy, dramatics, music ap- 
preciation, homemaking, sports, calisthenics, continued formal edu- 
cation in local schools and through extension work are outlined. 
Occasional specific instances are given as illustrations. 


Anperson, Cart A. Duties of the Therapist in a Program of Occu- 
pational Therapy at a Psychiatric Hospital, Occupational Therapy and 
Rehabilitation, 17:391-396, December, 1938. 

Occupational — is defined and the duties of the therapist in 
a psychiatric hospital are presented in four groups: (1) To admin- 
ister the physicians’ prescription and orders; & o recommend and 
correlate treatment; (3) To report on the patient's progress; (4) To 
undertake further study. These are elaborated and procedures and 
aims are explained. 


Menninoer, Wittiam C. Individualization of Psychiatric Hospital 

Treatment, Wisconsin Medical Journal, December, 1938. 

A discussion of a plan attempting to meet spect a 
disease with specific therapeutic measures. The author finds the 
average psychiatric hospital procedure weak in comparison to that of 
the average general hospital, outlines the information necessary to 
the psychiatrist before prescribing treatment for the patient, and the 
use of order sheets enabling nurses and therapists to cooperate in car- 
rying out the prescription. An illustrative case report is presented. 


Stone, Leo: Concerning the Psychogenesis of Somatic Disease: 
Physiological and Neurological Correlations with the Psycho- 
logical Thesty. Internat. J. Psycho-Analysis, 19:63-76, January 
1938. 

In this article psychosomatic medicine is explained in terms of 
neural mechanisms, through the intermediary of the central vegetative 
nervous system. Examples of the similarity of the mechanism in 
both structural and functional nervous disease are cited. A number 
of theoretical speculations are mentioned that are thought-provoking. 











